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PONTANEOUS intracranial hematoma is an unusual
clinical presentation of brain metastasis, although it is a common manifestation at autopsy. However, consideration of this possibility is important when making decisions regarding the management of spontaneous hematomas. We report a case of metastatic prostatic adenocarcinoma which initially presented as cerebral hemorrhage.
Case Report
This 62-year-old man was admitted to the Veterans Administration Medical Center with a 1-week history of progressive right frontal headaches and acute onset of confusion. His medical history and system review were unremarkable.
Examination. General physical examination, including rectal examination, was unremarkable. Neurological examination revealed the patient to be confused but able to follow commands. He had left homonymous hemianopsia and a left hemiparesis. Computerized tomography (CT) scanning (Fig. 1) revealed a large fight temporoparietal intracerebral hematoma and a small acute subdural hematoma in the temporal region. On angiography, vascular displacement associated with mass effect was the only abnormal finding. The patient failed to improve in spite of aggressive support measures. No changes in the hematoma were seen on repeat CT scanning. Consequently, a craniotomy was performed on the 12th day after admission.
Operation. At surgery, the dura of the right temporoparietal region was noted to be blue and taut. The dura was opened and a fibrous mass which looked like a chronic subdural membrane was found adherent to it. A large volume of blood clot, both fresh and partially liquified, was seen in the subdural space, extending through the cortex into the deep parietal lobe. Subtotal resection of the mass and organized hematoma was performed.
Postoperative Course. The patient had a benign postoperative course, with resolution of his neurological deficit. During urological evaluation, a small asymmetry was noted on rectal examination, and needle biopsy demonstrated adenocarcinoma of the prostate. The serum acid phosphatase level was elevated. Following radiation therapy and hormonal manipulation, the patient was discharged home. Six months later, he is doing well.
Pathological Examination. Microscopic analysis of the fibrous subdural mass showed extensive recent hemorrhage and moderately well differentiated adenocarcinoma of the prostate (Fig. 2) . The tumor origin was verified by positive immunoperoxidase stain for acid phosphatase.
Discussion
This case is of interest for two reasons: the unusual initial manifestation of prostatic carcinoma as an intracranial lesion, and the extremely rare finding of subdural intracerebral hemorrhage into a prostatic carcinoma mass. Intracranial metastasis from a prostatic carcinoma, even as a late manifestation, has an incidence of only 0.1% in clinical series. 9 Autopsy reports have shown a higher incidence of 7.8%. 6,23 As a subset of tumors metastatic to the brain, prostate carcinoma comprises only 0.4% of cases in the current literature, z'2~ although it represents 1.8% of all cerebral metastases found at autopsy (Table 1) . 1~ The few cases reported in detail in the literature are listed in The subdural nature of the metastasis is also of interest. Involvement of the dura in metastatic prostatic cancer is twice as likely as in most other cancers. This would theoretically increase the incidence of subdural metastases, but this speculation has not been borne out in the literature. 16, 17, 23 Secondary hemorrhages, especially intracerebral, due to cerebral masses are not unusual, and approximately 35% are related to metastases. 4,~1,26 A majority (Table  2 ) . 1,3,5,13-15,17,19,21,24,27,28 Again, the majority of these have been autopsy findings, with the h e m a t o m a varying from acute to chronic. In some cases, there had been evidence of direct cancerous invasion of the subdural space from the scalp or skull. Cerebral hemorrhage in these cases is thought to be related to direct bleeding from blood vessels within the t u m o r itself a n d / o r obstruction of the veins and capillaries of the brain (or, in our case, of the dura) by malignant growth. In cases with subdural hematoma, the formation of the fibrous membrane with associated vascular hyperplasia may be related to the spontaneous event. 3,t4,2~ Additionally, prostate carcinoma is known to cause severe coagulopathy which may precipitate the hemorrhage. In the present case, the hemorrhage was massive, to the extent that it caused rupture through the cerebral cortex. Presumably this was more likely due to arterial bleeding, although cerebral angiography failed to show any abnormal arterial (or venous) hypervascularity.
Our case emphasizes the importance of surgery in the management of spontaneous intracerebral hematoma, not only in terms of neurological improvement, but also in determining the etiology of the lesion. Also stressed is the importance of obtaining specimens for histological review when dealing with spontaneous intracranial hemorrhage, even when underlying pathology is not considered likely.
